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Many investigators have observed that the proliferation begins in 
the emloneurium, as it did in Professor Keen’s case. It is due to this 
mode of origin that these neuro-fibromata are elongated with their long 
axes parallel to the nerve. The perineurium offers a certain amount of 
resistance, especially as it often becomes thickened simultaneously with 
the growth of the tumor, and the fibroma grows especially in the direc¬ 
tion of least resistance. In the tumor designated as c in the drawing 
(Fig. 4), the perineurium forra3 a sheath, surrounding on all sides the 
proliferated endoneurium, and in the centre of the tumor no nerve 
fibres could be detected, except at the periphery. This proliferation of 
the endoneurium was evident also iu the tumor d (Fig. 4), and in small 
nerve bundles, adjoining the tumor d and removed with it, the prolifera¬ 
tion of the endoneurium could be detected in its early stages. Neuro¬ 
fibromata do not always originate in the endoneurium. In a case reported 
by Finotti, for example, the fibroma began iu the epineurium and was 
adherent to the nerve. 

The entire nerve on which the neuroma is formed may lie in the 
centre of the tumor or surround the tumor as a sheath. According to 
L. Bruns, 1 the nerve fibres caught within the neuro-fibroma show a 
remarkable resistance to degenerative processes, which explains the 
absence or mildness of the clinical symptoms in many cases. I ain 
unable to fully confirm this statement from the examination of the 
tumors removed by Professor Keen. In two tumors, c and d, I found 
the nerve fibres within the tumor entirely destroyed, except at the 
periphery of the tumors, while in the piece of nerve marked f in 
which the proliferation was not excessive, the nerve fibres were quite 
well preserved. I would prefer to explain the absence or mildness of 
the clinical symptoms by the slowness of the process, by the fact that 
only here and there a nerve bundle is attacked, and that many fibres 
—the majority in fact—remain intact and do not lose their function, 
although considerably compressed, as the process is slow enough to allow 
the nerve fibres to become accustomed to the pressure. 
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In the classic description of ectopic gestation the patient is said to 
have a uterus slightly enlarged, a tumor near^the womb, and the sub- 
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jective signs of pregnancy. When the gestation sac ruptures, in most 
cases these signs become more evident because the tumor increases 
through the formation of an hcematoma. These signs, taken with the 
symptoms of unremia and shock, point almost conclusively to the con¬ 
dition present. 

It has been my experience to observe two cases of ruptured ectopic 
gestation in which the classical signs were absent, and in which the 
differential diagnosis became a matter of great interest. Surgeons and 
physicians are called upon so frequently to treat patients in whom pain 
in the abdomen is associated with some degree of shock that the narra¬ 
tion of these cases may not be without interest. 

Cabe I. was that of a primigravida of frail physique and highly 
organized nervous system, the wife of a physician. This patient had 
been married ten years, had menstruated regularly, and had never 
been pregnant. She supposed herself in perfect health, and was with¬ 
out signs of illness, when one day she rode upon a bicycle between one 
and two miles at a rapid rate, and during this ride was seized with a 
sharp pain in the right lower quadrant of the abdomen. She con¬ 
trolled her distress, however, and returned to her home upon her 
bicycle. 

When seen soon afterward she had manifest shock, the abdomen was 
not swollen nor painful upon pressure, and there was no hemorrhage 
from the vagina. Palpation of the abdomen was negative. The patient 
instinctively flexed the thighs and began very soon to recover from the 
shock. She was at once put at absolute rest and in charge of a good 
nurse. Within a few hours her husband saw her, and, at his request, 
a vaginal examination was made, the results of which were negative. 
A possible enlargement of the uterus was present, but this was scarcely 
noticeable. Upon questioning the patient she remembered that she had 
not been unwell at the usual time and had gone between one and two 
weeks over the expected date. There was no history of severe previous 
illness, of obstinate constipation, of mechanical injury, or of apparent 
hemorrhage. There was entire absence of a tumor near the womb, of 
a distinct enlargement of the uterus, or any evidence by examination 
that hemorrhage had occurred into the abdomen or pelvis. The hus¬ 
band was informed that ruptured ectopic gestation was possibly present. 
The first pain which the patient experienced occurred at about 1 p.m. 
During the afternoon and evening the patient steadily reacted, although 
complaining of pain in the lower abdomen. The pulse and temperature 
were but slightly altered. The patient was given stimulants and mor¬ 
phine by hypodermatic injection. Preparations were made to open the 
abdomen in the early morning should indications arise. 

Between 5 and G a.m. the patient grew worse, and as soon as possible 
the abdomen was opened. It was found that ectopic gestation in the 
right tube was present, that the wall of the tube had partially ruptured, 
and that the onfice had been closed temporarily by a clot. Later this 
had given way, and hemorrhage had taken place upward and backward 
among the intestinal coils. The tube was at once ligated and removed. 
The patient perished from shock within a few moments after the close 
of the operation. 
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In this case the diagnosis lay between ruptured ectopic gestation, 
disease of the appendix, ectopic pregnancy with threatened abortion, 
and the onset of delayed and painful menstruation. This last point 
may be illustrated by Case II. 

Case II. was a woman who had borne two children in normal labors 
and who had menstruated regularly since the birth of her younger child. 
She was ordinarily in good health, but subject to intestinal colic and to 
indigestion. About the time when she should have been unwell, after 
exposure to cold and wet, she was attacked by severe pain in the left 
lower quadrant of the abdomen. This pain was reflected to the right 
side. The entire lower abdomen was painful upon pressure, the attacks 
of pain were successive at intervals of from twelve to twenty hours, and 
on one occasion the patient was seized, while sitting, with such severe 
pain that it was necessary to give her an injection of morphine before 
she could be placed in her bed. Her husband, a physician, made a 
vaginal examination, and, finding the uterus slightly enlarged, intro¬ 
duced a sound. The uterus was proved to be enlarged and probably 
empty. On examining the patient no pelvic tumor could be discovered, 
the woinb was a trifle larger than normal, the abdomen sensitive as 
described, the patient’s pulse slightly quickened, and her tempera¬ 
ture normal. The attacks of pain had been so severe that the patient, 
although a courageous woman, dreaded the possibility of return. The 
bowels had moved thoroughly without difficulty. 

The diagnosis of ectopic gestation seemed not impossible in this case. 
The husband was exceedingly apprehensive that such was the condition. 
On close questioning, however, the history of previous attacks of intes¬ 
tinal colic was elicited, and it was found that the pain while severe was 
unaccompanied by shock. The patient was placed at absolute rest, 
small doses of codeia were given, tne diet was limited to liquids, counter- 
irritation was placed over the abdomen, and the patient was carefully 
watched. In a short time menstruation appeared, and the patient 
speedily recovered. 

In this case subinvolution accounted for the enlargement of the 
womb, the pain was that of intestinal colic, although its severity was 
unusual. There was but one classic symptom of ruptured ectopic 
gestation lacking and that was shock. A sign of ectopic gestation so 
often present—a tumor in the pelvis—was absent in this case. 

Ectopic gestation may be complicated by the nausea of pregnancy, 
and the latter may for a time obscure the diagnosis. 

Case III.—Mrs. S. f aged forty years, was seen in consultation with 
Dr. Louis Jurist in December, 1899. Her only child was nineteen, and 
she had menstruated irregularly. For several months she had suffered 
from pain in the stomach with los3 of appetite and persistent nausea. 
Her menstruation had probably been absent for nearly two months. 
There had been a vaginal discharge of blood four weeks before she 
was seen, although this did not seem to be the usual period. Eight 
days before coming under observation she had pain in the abdomen, 
which subsided after she had remained in bed. The patient denied 
positively the possibility that pregnancy was present. After slight im- 
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provement she left her bed and went about the house, when she was 
seized with sharp pain in the abdomen and severe shock. When seen 

iiru' Junst s . lle y 1 ! 3 pulseless at the wrist, but gradually rallied. 

When examined in consultation with him the patient was pallid 
restless, thirsty, her pulse 122, small and weak, the tongue dry, coated’ 
and brown in the centre, the abdomen was slightly enlarged in its lower 
half, painful on pressure, not tympanitic. On vaginal examination the 
womb was not evidently enlarged, was freely movable with very slight 
pain, and there was no tumor, exudate, nor mass in the pelvis The 
cervix was unaltered. 1 

The early history of the case was of marked gastro-intestinal trouble, 
ihe patients nausea had been irregular but persistent, chronic consti¬ 
pation and dyspepsia had been present, and disease of the appendix 
had been strongly suggested by the symptoms. There was also a his¬ 
tory of irregular menstruation, of previous disease of the womb or Fal¬ 
lopian tubes, whose exact nature could not be determined from the verv 
obscure history given. It was my belief that the patient was suffering 
from ruptured ectopic gestation, the rupture occurring in the upper and 
posterior portion of the Fallopian tube, and the blood extravasating 
among the coils of intestine. She was at once transferred by ambulance 
to Dr. Keen s private hospital and prepared for cceliotomy. Upon con¬ 
sultation two views were expressed : one that the patient was suffering 
from ruptured abscess of the appendix and consequent infection of the 
abdomen, the other that ruptured ectopic pregnancy was present. In 
view of the first opinion i asked Dr. Keen to operate mid assisted him 
An incision was made over the appendix and Fallopian tube, and extra- 
vasated blood found amid the intestinal coils. An early embryo was 
found just above the right cornu of the uterus, and, with a mass of 
blood clot, was immediately removed. The site of the pregnancy hod 
been the right cornu of the womb and the Fallopian tube at the point 
where it enters the uterus. The end of the tube was readily ligated 
and the turn portion removed, but persistent oozing occurred from the 
wall of the uterus. This was finally checked by ligating in mass and 
by the use of the thermo-cautery. Normal salt solution was poured 
into the abdomen and a packing of iodoform gauze carried behind the 
uterus, compressing the site of bleeding. This gauze was brought out 
at the lower end of the abdominal incision. Intravenous transfusion 
of hfty ounces had meantime been given. Although the patient’s con¬ 
dition was critical during the operation, she reacted well. The embryo 
was 8 cm. long, and the chorion was found in the blood clot removed. 
Ibis patient made an uninterrupted recovery, retarded somewhat bv 
excessive nervousness and chronic intestinal catarrh. 1 


But little mention is made in writings upon ectopic gestation of cases 
m which positive evidence of pregnancy and pelvic tumor are lacking. 
The possibility of their absence is admitted, but held to be extremely 
rare. In a considerable number of coeliotomies upon women, Schauta 
(Monatischrijl' fur Geburiihu/fe, 1900, Band xi„ Heft 1) found that 
ectopic gestation had been present in 5 per cent of his cases. In many 
of these it had not been diagnosticated, and operation was performed 
for pelvic tumor or tubal disease. From Case I. we observe that when 
the rapture in the tube is bat slight it may bej closed temporarily 
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by a clot, and the patient may rally from the initial rupture. An 
early embryo may readily die under these conditions, and, its absorp¬ 
tion taking place, the patient would gradually return to her accustomed 
health. The diagnosis of these cases may be impossible under such 
circumstances. When the rupture is in the right tube (and this is more 
frequently the case than in the left) it is very' difficult to distinguish 
between this condition and infection of the appendix. 

From these cases we believe that shock referred to the abdomen 
occurring in women capable of pregnancy should invariably cause a 
suspicion of ectopic gestation, and that although pelvic tumor may not 
be found and many signs and symptoms of pregnancy be obscure, if the 
shock be pronounced the abdomen should be opened and the condi¬ 
tion present accurately diagnosticated and promptly treated. We lay 
especial stress upon the development of shock as illustrated in Case IX., 
where its absence was the only circumstance which made the diagnosis 
of ectopic pregnancy, to my mind, unlikely'. 


TWO CASES OF TABES DORSALIS IN NEGROES-HUSBAND 
AND WIFE . 1 

By Albert Philip Fbaxcine, A.51., M.D., 

OF I’HILADEXrilU. 

Tabes dorsalis is recognized as occurring rarely in the negro, 1 nine 
cases only having been reported; but the author has been unable to find 
reference to any instance in this race of the disease in husband and 
wife, as in the present case. Raecke* has collected twenty-two cases of 
tabes in husband and wife in which the subjects were white. Of four 
cases Weir Mitchell has seen, two occurred in mulattoes in Florida. 

The following were both frank cases of tabes, the cardinal symptoms 
of the disease— i. e., loss of reflexes, fulgerent pains, girdle sensation, 
ataxia and the eye symptoms—being typically demonstrable in both. The 
question of purity of blood, always a matter of doubt in the negro, is con¬ 
firmed so far as the statements of the patients themselves are concerned. 
The occupation of the wife (having worked on a sewing machine for 
thirty-five years), in the absence of ascertainable evidence of specific 
infection, is interesting as a possible etiological factor. The mechanical* 

i Shown before the Philadelphia Neurological Society, February 26,1900. 

5 La Ataxia locomotriz (en el negro), Cron. Med. quir. dc la Ilab&na, 1892, xviii. 47-50. The 
Frequency of Locomotor Ataxia in Negroes. Burr. Joum. Nerv. and Ment. Dis., N. Y., 1S92, 
xix. 278-281. F. II. Lloyd. Phlla. Uosp. Reports, 1S9C, ill. 172 {case in negress). 

• Paralyse und Tabes be! Eheleuten. Monat&schrift fllr Psychiatric und Neurologle 
June, 1899, 266. 

* Exhaustive Theory. Edinger. Sarumlung klinlscber Yortriigc, No. 106,1S94. 



